Major concern -The way of including or defining refugee status is a huge issue, I am not sure I can buy into the claim that this is sensititve to ask, many studies do this and people are usually willing to declare their status, unless they are illegally resident, but this sample doesnt seem to be including those. Stemming from this, is the sample size of the refugee group, a total of 131, and out them only 16 has any psychological distress. I find it very small sample to justify the extrapolations you are drawing from the analysis (the clinical cut point group has only 5 people!). I think you have presented the results in a slightly misleading way (one of four refugees in this sample is just 16 people? the total doesnt add up in table 2 -the total is 65, what happened to the rest from 131 total? Missing data? For physcial health only 10 have one or more problems?
I think the generalization and extrapolation for refugee groups is way off the mark and not supported by the data at all. I understand that you want to highlight the importance of these groups, and it is needed. However, I think you need to focus on non-English speaking migrant group for example and talk about migrant health, rather than narrow it only to a very small group of refugees.
REVIEWER
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GENERAL COMMENTS
Generally the article reports from a well-performed study of interest for readers of the journal. Important limitations are already noted and discussed, including uncertainty of real refugee status within the likely refugee and migration groups. Still, recommendations for improvement are detailed below. First, most of the Introduction, and most references therein, are related to refugees, but in the aims and analyses, the migrant groups are treated on an equal footing. The authors may consider a stronger emphasis on the likely refugees. In particular, post hoc group comparisons might have been included in all group comparisons, not only in the multinomial logistic regressions are (overall p-values likely to be driven primarily by the two largest groups). Also, the analyses with continuous outcomes could have been given the same emphasis as the analyses with categorized outcomes. There is always a loss of information when using categorized endpoints. The modeling strategy seems to be similar in the linear and logistic regressions, with adjustment for SEP as main analyses and a comparison with unadjusted analysis. Also, better reasons should be given for studying fathers only and not mothers. Are fathers hitherto understudied compared to mothers?
And more details on reasons for using cross-sectional data only from a longitudinal study, and limiting to fathers of 4-5 year old children. Are there planned further work using the longitudinal data?
More detailed recommendations: Data analysis: The tests (chi square and t) in Table 1 are not described here. The further analyses adjusted for SEP (and for SEIFA) are presumably linear regressions and not ANOVAs (oneway ANOVA, a special case of linear regression, is by definition unadjusted). Language, notation and other details: The abbreviation LSAC is used in Strengths and limitations at page 3, but only explained in the main article. Study design (page 5): "At wave 3 (data used in this paper)»: This only applies to the B-cohort, wave 1 was used in the K-cohort as correctly stated in Study sample. In Measures, is there an error in the description of the categories of the 3-point recoding of Global or overall health? The category 1 is termed "poor to fair health", and the category 3 is termed "fair to poor health", with excellent health not included in any category. Also, the categories 2-4 and 4-6 drinks per day for alcohol use overlap, clarify. 
The article aims to report the prevalence of self-reported physical and mental health status of migrant and refugee fathers using a national family survey in Australia. The analysis successfully provided evidence for the poorer mental and physical health, and increased behavioral risks among fathers who were refugees or immigrants from non-English speaking countries compared to the peers born in Australia or immigrated from an English-speaking country. It is a fine article as a report for prevalence, although I see a missed opportunity to go in depth to answer the question of "so what". What would be very interesting and plainly more meaningful is the existence of associations between these sub-optimal findings to child development/behavioral outcomes, family functions, and acculturation measures. The first generation, migrants, immigrants are often marginalized in the countries they settled in, however, they also often have counter-mechanisms (e.g. family tradition, community cultural enclave, hopefulness, etc.) that their children can benefit from. If the authors are interested in the father's health, I assume there should be interests on the acculturation, child's health/behavior outcomes, and family well-beings. Unfortunately, this analysis didn't look into the associations between father's health with these important outcome variables. Also lacking are literature reviews on Australia's immigrant policy and history and comparative studies in the discussion. The article needs further editing and the table titles are currently incomplete with some statistics presented not adding up. Statistical analysis details (e.g. considering survey design effects) were lacking. I suggest the authors consult a biostatistician during the revision. Specifically, here are some questions relate to each section of the manuscript.
I'd suggest use "immigrant" rather than "migrant" in the title since the average time of the foreign-born fathers in Australia were 15-17 years. I'd also suggest not to use "longitudinal study" in the "design" in the abstract, since the analyses were not repeated measurements in nature.
The manuscript can benefit from systematic literature reviews on associations between father's physical and mental health and child development to highlight the significance of the findings.
For readers who are not familiar with Australian history, It would be helpful for the authors to provide a brief introduction of immigration policies in Australia. Most of the fathers who were born outside Australia has been in the country for a long time (mean time 15-17 year). How many of them are naturalized Australian citizens? How citizenship affects their eligibility for welfare, health insurance, and education? Authors may want to consider change the titles to immigrant father as they are more likely to be immigrants rather than migrants.
As authors noted in the limitation, the underrepresentation of lower educated, non-English speaking and single families put significant limitations to the generalization of the results.
Not sure why some column percentage for "speaks English", "education levels", in 
Overall, the paper is well and clearly written. The major problem I have: Why do you only report results for fathers? I assume there will be another paper, reporting results for mothers! Isn't this stretching the results into too many pieces? Additionally, when reading the paper, it would be useful to compare results from mothers and fathers.
There are a few minor questions: Abstract: it is noted that this is a study of children aged 4-5; later it is explained that half of the children were recruited when they were less than 12 months. Also, you talk about three ways. This is not explained in the design section. Which wave is used for this analysis (wave three?) Page 5 (Methods) Numbers are confusing: Line 22 I calculate exact 10000 children (which is surprising but possible) but the Limitations are well recognised and well discussed.
VERSION 1 -AUTHOR RESPONSE REVIEWER 1 COMMENTS
COMMENT: Please provide a rationale for focusing on refugee fathers (rather than adults generally) in these health outcomes. Would one expect these health-related patterns (e.g., in Kessler-6, smoking, drinking, etc.) to be specific to fathers of 5-year-olds (which is the focus of the paper) or more general to fathers or men regardless of fatherhood status (across the same four groups in Australia)? This amounts to providing an explicit justification for the spotlight on fathers of 5-year-old children. In that vein, how others could be impacted (e.g., children, spouses) by challenges faced by these fathers could also be noted as related rationale for the study focus.
RESPONSE: We have revised the introduction to strengthen the rationale for the study focused on refugee and migrant fathers of young children.
COMMENT: A paragraph in the Discussion could be added to compare these findings with other large, representative studies providing prevalence information on fathers of children who are approximately 5 years of age. Many of the data on postpartum depression address fathers with children who are of younger ages.
RESPONSE:
We have provided more information in the Discussion to compare our study findings to other studies on the mental health of fathers.
COMMENT: Why were multivariate analyses not run? Given differences in education, income, etc. across groups, why not control for some of these key variables to determine if group differences in health-related outcomes remain? If they do, that implies something more than socioeconomic considerations--perhaps related to cultural or linguistic barriers/differential ease of integration. I would ask the authors to run and potentially include in Results and Discussion multivariate analyses for such reasons.
RESPONSE: Given the differences education, income and employment between the father groups, we chose to conduct multivariate analyses to account for socio-economic status (SES) using two well established summary measures: Socioeconomic Position (a derived variable based on education, income, employment), and SEIFA (indicator of SES based on postcode). We found that the adjusted results for SEP and SEIFA were similar, so we chose to present adjustment for SEP only.
COMMENT: If height and weight were self-reported (to construct BMI) that should be noted explicitly in the Method.
RESPONSE: Height and weight were self-reported and we have noted this in the Measures section.
COMMENT: The label in Tables specifying "Country of Origin" alludes to both countries and regions so might be adjusted to reflect that.
RESPONSE: This has been amended to 'Country/Region of Birth'
REVIEWER 2 COMMENTS
COMMENT: From the results it becomes clear that refugees and migrants from non English speaking have some positive/protective health factors (less alcohol use, less overweight) as well as negative ones (more smoking, more underweight) compared to Australian fathers. Only the negative factors are reported in abstract and discussion, which gives a wrong impression. The positive general health factors should be named as well.
RESPONSE: We have included additional information in the abstract and the discussion to draw attention to the positive/protective health behaviours of refugee and migrant fathers.
REVIEWER 3 COMMENTS
COMMENT: The way of including or defining refugee status is a huge issue, I am not sure I can buy into the claim that this is sensititve to ask, many studies do this and people are usually willing to declare their status, unless they are illegally resident, but this sample doesnt seem to be including those.
RESPONSE: We concur that our approach to defining refugee status is not ideal. This study draws upon data from an existing population based study funded by the Australian Government. We did not have the opportunity to influence the way in which data was collected. We identified refugee groups based on country of birth and year of arrival as this is the best available method for ascertainment (and one that is used in health services using administrative data sets) in the absence of information pertaining to visa status. As outlined in our paper and to Reviewer 6 below, our approach was informed by data on migration to Australia through humanitarian grounds by country of birth and year of arrival from 1990 to present day accessed from the Australian Government's Settlement Reporting Facility. Likely refugee background was defined as those countries where at least two thirds of migration from that country to Australia has been through the humanitarian stream. This approach was adopted from Gibson-Helm and colleagues [28] and an expert panel from the Murdoch Childrens Research Institute and the Victorian Foundation for Survivors of Torture. [29] COMMENT: Is the sample size of the refugee group, a total of 131, and out them only 16 has any psychological distress. I find it very small sample to justify the extrapolations you are drawing from the analysis (the clinical cut point group has only 5 people!). I think you have presented the results in a slightly misleading way (one of four refugees in this sample is just 16 people? the total doesnt add up in table 2 -the total is 65, what happened to the rest from 131 total? Missing data? For physcial health only 10 have one or more problems? RESPONSE: We apologize for the confusion pertaining to the sample size for each of the groups. The data presented was for complete cases only. We have now conducted multiple imputation to address this. These results yielded similar estimates to the complete case analysis. To specifically address the small cell sizes for the K6 categorical outcomes, we have collapsed the symptomatic and clinical distress categories.
COMMENT: I think the generalization and extrapolation for refugee groups is way off the mark and not supported by the data at all. I understand that you want to highlight the importance of these groups, and it is needed. However, I think you need to focus on non-English speaking migrant group for example and talk about migrant health, rather than narrow it only to a very small group of refugees.
RESPONSE:
We have reworked our discussion to address these points, specifically, broadening our discussion to migrant health and increasing our focus on the findings for the non-English speaking migrant group. We have increased our focus on the limitations of the study, and reminded the reader that the findings be considered within this context.
REVIEWER 4 COMMENTS
COMMENT: First, most of the Introduction, and most references therein, are related to refugees, but in the aims and analyses, the migrant groups are treated on an equal footing. The authors may consider a stronger emphasis on the likely refugees.
COMMENT: In particular, post hoc group comparisons might have been included in all group comparisons, not only in the multinomial logistic regressions are (overall p-values likely to be driven primarily by the two largest groups).
RESPONSE: We considered additional post-hoc comparisons for the multinomial logistic regressions.
We were concerned at the current length of the paper, and felt that comparisons with Australian born fathers were of primary importance.
COMMENT: Also, the analyses with continuous outcomes could have been given the same emphasis as the analyses with categorized outcomes. There is always a loss of information when using categorized endpoints. The modeling strategy seems to be similar in the linear and logistic regressions, with adjustment for SEP as main analyses and a comparison with unadjusted analysis.
RESPONSE: We appreciate that it appears the categorical outcomes (physical health and health behaviours) have greater emphasis than the continuous ones (psychological distress). This is primarily due to there being more categorical health outcomes than continuous ones available in LSAC. We did conduct significance testing and post hoc comparisons with and without adjustment for the continuous outcome in our paper.
COMMENT: Also, better reasons should be given for studying fathers only and not mothers. Are fathers hitherto understudied compared to mothers? RESPONSE: We have revised the introduction to strengthen the rationale for the study focused on refugee and migrant fathers of young children. We have added a little more about what is known about mothers to also highlight the knowledge gap for fathers.
COMMENT: And more details on reasons for using cross-sectional data only from a longitudinal study, and limiting to fathers of 4-5 year old children. Are there planned further work using the longitudinal data? RESPONSE: Our analysis was conducted when the ages of the two cohorts overlapped at 4-5 years, maximizing sample size of over 8000 children and their families. We focused primarily on this time point to assess the feasibility of identifying fathers of different backgrounds based on the data that was available in LSAC. There are at least 3 additional waves of data available permitting longitudinal analyses using methods such as latent growth modelling. Having established that it is possible to identify a reasonable sample size of fathers from diverse backgrounds, we do have plans for future work.
COMMENT: The tests (chi square and t) in Table 1 are not described here.
RESPONSE: In the Data Analysis section, we have provided additional information to explain that chisquare and t-tests were conducted to assess for significant differences in socio-demographic characteristics between the father groups.
COMMENT: The further analyses adjusted for SEP (and for SEIFA) are presumably linear regressions and not ANOVAs (one-way ANOVA, a special case of linear regression, is by definition unadjusted).
RESPONSE: Thank you for this reminder. Yes we did use the general linear modelling option in SPSS when adjusting for SEP and SEIFA (separately). We have added this to the Data Analysis section.
COMMENT: Table 2 : The number of valid cases for psychological distress in each group seems to be much smaller than the total group sizes (65 of 131, 562 of 874, 720 of 1005, 4558 of 6129), this should be stated clearly and commented (in Discussion?).
RESPONSE: As per our response to the Reviewer above, we apologize for the confusion pertaining to the sample size for each of the groups. The data presented was for complete cases only. We have now conducted multiple imputation to address this. These results yielded similar estimates to the complete case analysis. We have amended the Data Analysis section to indicate that multiple imputation was conducted and presented in the results section.
COMMENT: Language, notation and other details: The abbreviation LSAC is used in Strengths and limitations at page 3, but only explained in the main article.
RESPONSE: This has been amended to say 'in the study' instead of LSAC.
COMMENT: Study design (page 5): "At wave 3 (data used in this paper)»: This only applies to the Bcohort, wave 1 was used in the K-cohort as correctly stated in Study sample.
RESPONSE: Reference to the wave/s in this sentence has been removed. Clarification of the waves of data used for each cohort has been provided in the Study Design section.
COMMENT: In Measures, is there an error in the description of the categories of the 3-point recoding of Global or overall health? The category 1 is termed "poor to fair health", and the category 3 is termed "fair to poor health", with excellent health not included in any category.
RESPONSE: This error has been amended as category 3 was excellent health. COMMENT: Also, the categories 2-4 and 4-6 drinks per day for alcohol use overlap, clarify. The categorization of this variable partly used different wording ('abstain to occasional' and 'moderateharmful') than the original variable (abstain, light, moderate, hazardous, harmful), this should be made coherent.
RESPONSE: This has been amended to clarify the numbers of drinks for each category and wording made consistent.
COMMENT: For body mass index, the '2' should be superscripted in kg/m2. There is a dot too much in (<.18.50).
RESPONSE: This has been amended accordingly.
COMMENT: Data analysis: The unadjusted and adjusted results were surely not exactly the same, they should be called similar or approximately the same (a similar comment applies for "the multinomial logistic regression analyses with and without adjusting for SEP were the same", page 13, in General Health and health behaviours).
RESPONSE: This has been amended to say 'similar' in both instances.
COMMENT: Include a statement of statistical software used at the end of Data analysis.
RESPONSE: A statement indicating that SPSS Version 21 was used has been included at the end of the Data analysis section.
COMMENT: "we only present the results for when adjusting": delete 'for' .
COMMENT: Results, sample characteristics, Table 1 : The number of 9867 children/families is consistent with the numbers 4386 and 4983 in the two cohorts used. However, the denominators in the percentages 87% to 75% should be stated explicitly.
RESPONSE: As per our response to the Reviewers above, we apologize for the confusion pertaining to the sample size for the cohorts and the father groups. The data presented was for complete cases only. We have now conducted multiple imputation to address this. These results yielded similar estimates to the complete case analysis. We have amended the Data Analysis section to indicate that multiple imputation was conducted and presented in the results section. The figures in the tables have all been amended to reflect the pooled estimates from the analyses with multiply imputed data.
COMMENT: The same number of decimals should be used in all percentages when there are no specific reasons to deviate from that, not 87% without decimals and 10.7% with one decimal. Similarly, means and standard deviations should normally be stated with the same number of decimals, not ( RESPONSE: For all percentages, means and standard deviations, one decimal point has now been reported.
COMMENT: "there were no differences between the two migrant father groups» (page 8 bottom): change to «no significant differences» if this statement is based on a p-value only, absence of evidence is not evidence of absence (a similar comment applies to "We did not find any differences in psychological distress between fathers from English speaking countries and Australian born fathers», page 16, first paragraph).
RESPONSE: We have amended this to include 'significant' in both instances.
COMMENT: There is an inconsistency between the main text where the number of fathers from a non-English speaking country is started as 872 (page 8, top) and Table 1 where this number is stated as 874, clarify.
RESPONSE: This was an error in the Table. The sample size of fathers from non-English speaking countries was 872.
COMMENT: In Table 1 the number of valid cases in each group should be stated for the continuous and dichotomous variables (for the categorical variables with more than two categories the readers may find these numbers by adding).
COMMENT: For Education level in Table 1 , I would have expected one overall chi square test and not one for each category.
